Background
==========

Recruitment and retention of psychiatry trainees is an established problem in many countries around the world, including the UK, USA and Australia \[[@B1]-[@B3]\]. Numerous studies in the literature have sought to assess quality of training in psychiatry, degree of job satisfaction, trainee perspectives on active problems in psychiatry training or potential reasons for leaving the psychiatry training pathway \[[@B4]-[@B7]\]. In the UK, for example, the National Trainee Survey \[[@B8]\] is completed by large numbers of clinical trainees, and asks about satisfaction and experiences of the training experience in a rotation (e.g. first core psychiatry training year), rather than specific feedback for an individual post (e.g. post X for which there is a named supervisor). As such, the existing surveys generate anonymous results on 'blunt' measures of trainee experience which can only be interpreted at the level of a scheme. This is useful but gives little information about what may be going on within a rotation, nor does it identify areas of weakness or conversely good practice \[[@B9]\]. Nevertheless, despite these weaknesses, studies such as the National Trainee Survey have assumed great importance in improving quality of training provision \[[@B10]\].

In this paper, we report an interview-based assessment method conducted to comprehensively assess the quality of psychiatry training in a large postgraduate psychiatry training scheme. We believe this to be the first such study that uses non-anonymised face-to-face interviews of pairs of trainees and their consultant trainers to collect individualised feedback on specific posts, as opposed to a broad 'snapshot' of an entire scheme. This enabled us to collect comprehensive feedback, as well as enabling a direct comparison of the perceptions of both parties at the level of each individual placement. The objective of the assessment described in this paper was to guide future improvements in overall training provision on this large rotation as well as to quality assure individual placements that trainees undertake. In this paper, we discuss only the results obtained from trainees and their trainers which are generalisable for other psychiatry training programmes.

Methods
=======

Setting
-------

The Maudsley Training Scheme is the largest Psychiatry Speciality training programme in the UK \[[@B11]\], and we suspect, the largest in the world. The South London and Maudsley NHS Foundation Trust (SLaM) forms the majority of the scheme \[[@B12]\]. It provides training to 125 out of 150 core psychiatry training posts and to 94 higher psychiatry trainees, although only the former are the subject of this paper. SLaM serves a population of approximately one million residents in the four London boroughs of Lambeth, Southwark, Croydon and Lewisham, each of which has an Emergency Department at which SLaM provides mental health services. Each post lasts six months and is supervised by a named trainer, who must be a consultant psychiatrist.

Interviewees
------------

Interviews were conducted with core psychiatry trainees and their consultant trainers. Each trainee or trainer was interviewed separately. Figure [1](#F1){ref-type="fig"} summarises the interview scheme timeline. The response rate was 88% and 97% for trainees and trainers respectively.

![Total number of trainees and trainers who were contacted, responded and interviewed.](1472-6920-13-85-1){#F1}

Contacting trainers and trainees
--------------------------------

The Medical Director of the Trust and the Vice Dean for Education and Training emailed all trainers about the aims of the current study and encouraged participation. The two consultant interviewers sent out a similar email to all trainees. All trainers and trainees were then sent an email offering 2--3 potential interview slots at their place of work. This email included the interview questions and the respective job descriptions. A reminder email was then sent out a month later with alternative appointment times.

Areas covered by interview
--------------------------

The interview included:

1\) Questions from the General Medical Council (GMC) 2010 National Training Survey \[[@B13]\].

2\) Additional questions covered by previous local trainee surveys carried out at SLaM.

Table [1](#T1){ref-type="table"} shows a summary of the areas covered by questions to trainees and their trainers.

###### 

Topic areas covered by questions to trainees and trainers

  **Areas covered in questions to trainees & trainers**   **Area covered in questions to trainees only**                                         **Areas covered in questions to trainers only**
  ------------------------------------------------------- -------------------------------------------------------------------------------------- -------------------------------------------------
  Quality of clinical experience                          Satisfaction with the post                                                             Support received in role as clinical supervisor
  Accuracy and use of the job description                 Absence of bullying and undermining behaviour                                           
  Opportunities in the post for involvement in:           Having to work beyond clinical competence                                               
  a\) Research                                                                                                                                   
  b\) Teaching                                                                                                                                   
  c\) Management                                                                                                                                 
  Quality of clinical environment                         Regular observation of work by seniors                                                  
  Quality and frequency of Clinical Supervision           Post helpful for achieving Annual Review of Competence Progression (ARCP) competence    

Interviewers
------------

Two interviewers conducted the interviews with all psychiatry trainees and trainers to minimize inter-rater variability. Both interviewers were consultant psychiatrists with extensive experience in psychiatric education. Training posts in SLaM are spread over more than 120 settings, including six hospitals. Neither of the interviewers conducted interviews at the hospitals in which they worked, nor did they interview any of their past or present trainees. Initially, both interviewers interviewed 32 consultant trainers and 27 trainees at the same time to compare inter-rater variability. The rest of the trainers and trainees were interviewed by one interviewer only thereafter.

Interview scoring
-----------------

The interviewers asked trainers and trainees questions within each area in Table [2](#T2){ref-type="table"}. Ratings were on a scale of 0 -- 3, using a pre-defined criteria. The extensive questionnaires and the corresponding scoring schemes for trainees and trainers are too lengthy to be included within the limited remit of a research article. An example of a scoring scheme used for one of the interview domains (Clinical Supervision) is shown instead in Table [2](#T2){ref-type="table"}.

###### 

Scoring scheme used for the interview domain 'clinical supervision'

  **Score**   **Description**
  ----------- ------------------------------------------------------------------------------------------------------------------
  0           No regular supervision by any senior clinician
  1           Supervision with trainer on ad hoc basis/no fixed regular slot/content predominantly clinical management
  2           Regular supervision but no dedicated time/trainer's other commitments take priority
  3           Dedicated hour every week/protected from other commitments/in trainee's job plan/plan discussed at start of post

Once the answer was scored by the interviewer in line with the scoring scheme, trainees and trainers were also given the opportunity to give comments about reasons for giving their answers. These comments were recorded separately as free text and did not affect the scoring of the answers.

Combined interview domains scores
---------------------------------

A combined score was generated by calculating the average trainee and trainer score for the interview domains common to both the trainees and trainers. These interview domains were: Job description, clinical opportunities, clinical environment and clinical supervision, research opportunities, teaching opportunities and management opportunities. The reason these scores were combined was to generate an overall score which more accurately reflects the multifaceted nature of each training post. The combined scores were then used to compare the following types of placements:

1\. *General Adult and Specialist psychiatry*

b\. Specialist psychiatry:

This included all non-general adult psychiatry posts. Examples include: addictions, alcohol and substance misuse, eating disorders, personality disorders, behaviour disorders, affective disorders, obsessive compulsive disorders, learning disabilities, forensic psychiatry, treatment resistant psychosis, child psychiatry, adolescent psychiatry, perinatal psychiatry, autistic disorders, neurodevelopmental psychiatry, neuropsychiatry, psychotherapy, rehabilitation and liaison psychiatry.

b\. General adult psychiatry:

This included all non-general adult psychiatry posts.

2\. *Specialist and Liaison psychiatry*

a\. Liaison psychiatry was separated from specialist psychiatry in this section, and the combined scores of each compared. The range of specialties within liaison psychiatry included: Perinatal psychiatry, neuropsychiatry, old age psychiatry and general hospital liaison psychiatry.

Statistical tests
-----------------

Pearson's correlation was used to test for correlation between interviewers scoring of responses for the same candidates, and to test for correlation between trainee and trainer responses. Cronbach's Alpha was used to test for consistency between the two interviewers' scoring for the same interviewees. The student *t*-test was used to analyse for differences between mean interview scores for different groups. Linear regression and ANOVA were used to compare differences in job satisfaction scores between trainees at the three different stages of training.

Ethical approval
----------------

Ethical approval was not obtained for this study, as we did not deem it to be necessary. We carefully studied the local guidance issued by King\'s College London research ethics committee about what constitutes research versus a teaching evaluation. Further, we used the Medical Research Council (MRC) Health Research Authority (HRA) decision algorithm \[[@B14]\] which deemed that our project did not require ethics approval. Finally we also consulted the NHS National Research Ethics Service guidance on \'Is your project research?' \[[@B15]\] and we carefully read the detailed guidance on this -- defining research which can be found at the above link. This was an audit of our training posts, designed as part of service improvement intended to drive up quality, and one that had no research hypothesis and no intervention. As part of our quality improvement programme, it does not require ethical approval, any more than the annual national trainee survey does. Both trainees and trainers were introduced to the survey via a letter which outlined the provenance and purpose of the work. Participation in the survey was optional. Individual trainees who ask how their data would be used were reassured that their individual scores of posts would only be used internally. Therefore, only aggregates scores were published in this study. One gain from the survey is that it has now provided a rationale and hypothesis for what would be a research project (For example, a future RCT of anonymised versus non-anonymised responses), but that is a matter for the future.

Results
=======

Inter-rater correlation and consistency
---------------------------------------

Initially, 36 consultant trainers and 27 trainees were jointly interviewed by the two consultant interviewers. The average total scores obtained by each interviewer were then compared. The Pearson's correlation coefficient for the two interviewers was r = 0.74 for trainer scores and r = 0.92 for trainees' scores. Cronbach's alpha internal consistency test was α = 0.82 for trainers and α = 0.96 for trainees. A significant correlation and consistency between the two interviewers scores was therefore obtained for the same trainees and trainers.

The Pearson's correlation coefficient for the combined interview scores obtained by the two interviewers is 0.78 (p\< 0.001), and Cronbach's Alpha is α = 0.87. These results indicate that there is also a significant correlation and consistency between the combined scores obtained by the two interviewers. There was no significant difference between the combined scores of the two interviewers (Two tailed *t*-test, p= 0.422).

Similarity of trainee and trainer feedback
------------------------------------------

Figure [2](#F2){ref-type="fig"} illustrates a summary of the trainee and trainer feedback results on the same domains of training posts.

![Summary of trainee and trainer feedback results for the same interview areas.](1472-6920-13-85-2){#F2}

There is a highly significant correlation between the total average scores of trainees and trainers for the interview domains displayed in Figure [2](#F2){ref-type="fig"} (Pearson's R = 0.968, p\< 0.001). Although in general trainers scored each domain higher than trainees, the difference between the average scores for domains by trainees and trainers was not significant (paired samples *t*-test, p = 0.154). This suggests that results obtained from non-anonymised interviews are similar for trainees and trainers.

General adult and specialist psychiatry
---------------------------------------

As Figure [3](#F3){ref-type="fig"} shows, the combined score is significantly higher for specialist psychiatry posts (Two tailed *t*-test, p \< 0.001, 95% CI: -0.398 to −0.132) than for general adult psychiatry posts. As Figure [4](#F4){ref-type="fig"} below illustrates, the interview domains in which the biggest difference was observed between general adult and specialist psychiatry are clinical opportunities and clinical environment (*t*-test, p\< 0.001), followed by research opportunities (p= 0.001).

![Combined scores of General and Specialist Psychiatry.](1472-6920-13-85-3){#F3}

![Combined scores of general and specialist psychiatry interview domains.](1472-6920-13-85-4){#F4}

Trainees commented that the busy and stretched clinical environment in general adult psychiatry posts, especially the inpatient posts, was not conducive to trainees getting a good learning experience. Trainees were asked about protective factors which improved their general adult inpatient psychiatry training experience. The factors elicited included a consistently and actively involved consultant or higher trainee, and a balance of a more senior and a junior core trainee working together. A well-established and functional multidisciplinary team also helped to improve the morale and sense of camaraderie within the working place.

Specialist and liaison psychiatry
---------------------------------

As shown in Figure [5](#F5){ref-type="fig"}, the combined score is significantly higher for liaison psychiatry (*t*-test: p = 0.038, 95% CI: -0.398 to −0.132) than that for specialist psychiatry. Many trainees enjoyed liaison psychiatry as it gave them the opportunity to work in a general hospital setting and interact with clinicians from various clinical specialties. They felt less alienated from the rest of the medical profession and were better supervised.

![Combined scores of Liaison and Specialist Psychiatry.](1472-6920-13-85-5){#F5}

Job satisfaction by year of training
------------------------------------

The majority of trainees were satisfied with their jobs. There was an increasing trend in job satisfaction from year 1 to year 3 of core training (i.e. CT1 to CT3 years) as illustrated in Figure [6](#F6){ref-type="fig"}.

![Job Satisfaction by Year of Training.](1472-6920-13-85-6){#F6}

The linear regression coefficient for job satisfaction scores of core trainees in first, second and third year of training is 0.273 (95% CI: 0.033 to 0.513), and there is a statistically significant difference in job satisfaction scores with increasing seniority (ANOVA p= 0.026). Trainees were then categorised into trainees in General Adult Psychiatry posts or Specialist Psychiatry posts, as shown in Table [3](#T3){ref-type="table"}.

###### 

Distribution of trainees in general adult and specialist psychiatry

                 **General adult psychiatry**   **Specialist psychiatry**
  -------------- ------------------------------ ---------------------------
  CT1 trainees   21 (48%)                       3 (6%)
  CT2 trainees   11 (25%)                       21 (41%)
  CT3 trainees   12 (27%)                       27 (53%)
  Total          44                             51

There is a greater proportion of junior psychiatry trainees in General Adult Psychiatry, as compared to Specialist Psychiatry, in which there is a greater proportion of senior psychiatry trainees. This may explain the observed difference in job satisfaction scores between CT1, CT2 and CT3 trainees.

Comments from trainees at different levels of training did suggest that the poor morale of first year trainees improved with time and experience. Moreover, a number of trainees remarked that difficult or even terrible posts in which they were placed in as junior trainees were in retrospect a positive learning experience. This was reported more frequently amongst trainees who have passed their college membership exams.

Experience and opportunities on the clinical placements
-------------------------------------------------------

Overall, both trainees and their consultant trainers identified a wide range of high quality clinical opportunities and rated the overall clinical experience on the rotation highly, as shown in Figure [2](#F2){ref-type="fig"}. Consultant trainers expressed concern that the clinical experience was compromised by the clinical environment and the impositions of the European Working Time Directive. While the majority of trainees received excellent supervision, the main concerns reported by trainees were lack of a regular fixed slot for supervision and the challenges of competing clinical demands. Both trainees and trainers reported very few research opportunities as part of their training posts.

The Maudsley rotation is usually seen as particularly research friendly. Yet despite that, the majority of trainers felt that it was unrealistic to expect their core trainees to undertake research in light of clinical and educational commitments, and many trainees identified the demands of clinical workload, administrative responsibilities and exam preparation as obstacles to involvement in research. However, on the more optimistic side, trainers of academic clinical fellows (ACFs) were notably more supportive of trainees strongly participating in research, suggesting that the NIHR Integrated Academic Training programme is both necessary and valued.

The main deterrents to involvement in teaching were the arbitrary allocation of medical students with clinical firms and the lack of structured teaching programmes which trainees can get involved in.

Most trainees and trainers reported that as a trainee, there is very limited exposure or active involvement in medical management. A great proportion of trainers cited that such experience is more appropriate for senior trainees. Both trainees and trainers stated that multidisciplinary team meetings are important in maintaining trainees' awareness of important managerial issues.

Discussion
==========

Both trainees and their trainers had similar views about the strengths and weaknesses of each post. This study has shown that trainees and trainers report an overall significantly better training experience in specialist psychiatry posts as compared to general adult psychiatry posts. Liaison psychiatry was further shown to be especially popular amongst psychiatry trainees. More senior trainees were significantly more satisfied with their jobs than junior trainees.

Specialist and general adult psychiatry
---------------------------------------

A significant number of trainees in general adult inpatient psychiatry training posts were experiencing difficulty due to aggression from patients, rapid patient turnover, limited contact with patients and the extensive paperwork (e.g. discharge summaries) and the lack of acceptable facilities, including computer access or functioning ECG machines. An important frequent remark which came out in interviews was that the role of the trainees in general adult psychiatry placements was entirely dictated by service demands, often with little or no focus on training requirements. The training experience was further compromised by inadequate clinical environments (e.g. lacking enough office space). Many wards seemed to be operating with what might be described as a 'siege mentality', with high levels of violence and disturbance, combined with a culture of demoralisation and the sense that both medical staff and nursing staff were feeling impotent, overwhelmed and unable to change the situation. These factors have been previously shown to be associated with high dissatisfaction rates from psychiatry trainees and contributing to decisions to leaving psychiatry \[[@B3],[@B4],[@B7]\]. The authors are not aware of any evidence of educational value in the 'baptism of fire' experienced by trainees exposed to such environments and the concept of learning by being 'thrown in at the deep end'. Some trainees did defend this idea, albeit retrospectively. However, it was more common for trainers to argue that exposure to challenging and unpleasant inpatient settings is beneficial to trainees in their early years of training. Interestingly, most CT1 trainees occupied General Adult psychiatry posts, and very few were allocated to Specialist psychiatry.

Specificity of feedback
-----------------------

Previous surveys, such as the annual National Trainee Survey, the annual local survey organised by trainees and the annual survey run by the local Deanery are all useful for pointing out general areas of strengths and relative weaknesses. While all of these surveys usefully identified areas of concern, it was not possible to identify and address these areas of concerns at the level of individual placements. On the other hand, the results from this interview study has generated results that have allowed for substantial improvements in training provision and management at the level of each individual training placement on this rotation, which is the main unit of intervention. A strong correlation was shown between the feedback that trainers and trainees gave about remarkably different aspects of each job (e.g. clinical opportunities, research, teaching and management opportunities). This reinforces the ability of a non-anonymised interview scheme with trainees and their trainers in accurately elucidating the positive and negative aspects of their respective training posts. Using a combined score of feedback from both trainer and trainee is likely to be more accurate than relying on an individual trainee or trainer (with the bias that those individual scores may harbour). Because of this, it is possible that this data may be taken more seriously by those responsible for training provision and thus result in changes to improve the training experience of individual posts. However, it could also be argued that the trainers' awareness of the negative training aspects of the post experienced by their trainees suggests that there may be insurmountable barriers to improving the post structure and experience.

Job satisfaction by year of training
------------------------------------

The reported linear regression and ANOVA test results suggest that there is a significant increase in job satisfaction with increasing seniority. Because the present study is a cross-sectional interview scheme, it cannot be confirmed whether or not job satisfaction truly does increase with increasing seniority. Increasing satisfaction with increasing seniority has however also been suggested in other published trainee surveys \[[@B7],[@B16]\]. Interestingly, the 2011 National Trainee Survey of UK core psychiatry trainees similarly demonstrates an upward trend in trainee satisfaction rates from CT1 to CT3 year, with a higher satisfaction rate in CT3 trainees as compared to CT1 trainees \[[@B16]\]. In our training scheme, as is the case in most psychiatry training programmes, most trainees occupying General Adult Psychiatry posts are CT1 trainees, while most trainees in Specialist Psychiatry posts are CT3 trainees. This may explain the existence of an increasing trend in job satisfaction with increasing seniority. The small group numbers (e.g. 3 out of 51 specialist psychiatry posts are occupied by CT1 trainees), means it is difficult to categorise CT1-CT3 trainees into those in General Adult psychiatry or Specialist psychiatry posts trainees and analyse for a statistically significant difference in job satisfaction levels. Other possible reasons for the increasing trend in job satisfaction are a steep learning curve resulting in higher satisfaction rates in more confident trainees towards the higher end of the curve, or successful completion of MRCPsych examinations.

Interviews versus questionnaires: implications for future research
------------------------------------------------------------------

Conducting interviews rather than sending out a questionnaire was chosen as a method of training evaluation because it was felt that this method would make trainees and trainers more likely to participate. Indeed this method may be a key factor behind the high response rate from trainees and trainers. Interviewees may feel much more likely to be listened to if they are interviewed rather than having to fill out a questionnaire. An interviewer is able to assess the training environment as well as interviewing the subject about their training experience. Furthermore, interviewers can choose to further explore specific issues highlighted by the interviewee, which would have otherwise remained vague in a questionnaire response. If a confiding relationship is established with the interviewee, more information may be acquired regarding the training post, albeit the opposite may hold true. As far as we know, there is no evidence in the literature indicating if students or trainees are more likely to participate in questionnaires or interviews about their training. This study suggests that assessing training via a non-compulsory interviews scheme may have a high participation rate amongst both trainees and trainers. It would be useful to compare response rates for interviews and questionnaires in future research, especially as the former is potentially more expensive, labour-intensive and time-consuming. Another key question which remains unanswered is which of the two methods of training assessment is more likely to bring about positive and long-term changes to training. It is too early to say if the changes that are being implemented as a result of this survey will make a long term difference. Further research may indeed find one method to be superior to the next. In this study, face to face interviews gave an opportunity to collect rich qualitative data about posts which questionnaires do not collect. Interviews also allowed for discussion and reflection during data collection. Ultimately, the most robust way of settling the risks and benefits of interviews versus questionnaires (other than the self-evident issue of cost) is via a randomized controlled trial (RCT), which might be a future research possibility.

Strengths of the study
----------------------

A major strength of this study is the large number of subjects interviewed; 99 trainees and 109 trainers. The response rate by both trainees and trainers for the current study was high at 88% and 97% respectively. The trainee response rate is comparable to the 2011 National Trainee Survey response rate, which was 87% \[[@B17]\], even though the latter is compulsory. On the other hand, our consultant trainers response rate is substantially higher than the 2011 National Trainer Survey response rate, which was 43.3% \[[@B18]\]. However, we do not know if such high responses would be maintained over time, as "survey fatigue" might set in. The high response rates suggest that non-anonymising of data is not a deterrent to trainees and trainers giving detailed feedback about their training posts. The advantage of non-anonymising of data is that it allows multi-factorial aspects of each particular training post to come to the surface. It may act as an incentive to participants because they may feel that their responses are more likely to bring specific training issues to light, and bring about change to their respective posts. The high response may however be a limitation of this study, as will be discussed in the next section.

Limitations of the study
------------------------

There are a number of limitations to this study. Firstly, although it has been stated that the high response rate is a strength because it indicates willingness by trainees and trainers to participate in a non-anonymised interview scheme, it may conversely be a limitation of this study. Although participation was optional and not compulsory, trainees and trainers may have felt pressured by the fact that they were emailed by the vice dean for education and training requesting them to participate in the interview scheme. This may explain the high trainee response rate. Struggling trainees may feel obliged to participate to avoid further training problems, and may not give true feedback if they feel that their responses will be linked to them. As a matter of fact, this may apply to all trainees, not only struggling ones. This certainly was not the impression of the interviewers, and nor has such a suggestion surfaced from any trainee in the two years that have passed since the study was completed. Instead, it has been our impression that the survey has had a positive effect on morale, indicating a desire to get detailed feedback and information at the level of individual posts, rather than the aggregated data from national surveys, which in anything other than a small rotation, is almost impossible to translate into practical action. Another potential weakness of non-anonymised feedback is that trainees in difficulty may be more likely to avoid giving feedback all together, giving a skewed picture of the overall quality of training. In order for this exercise to provide an accurate and non-biased reflection of the quality of training, it is vital that all trainees feel that they can both participate and speak honestly about their training posts. This is why non-anonymised feedback may best serve as an additional training assessment tool, rather than an alternative to anonymised feedback. The advantages and disadvantages of non-anonymised feedback in training evaluation is certainly an area which would benefit from further research.

A further limitation of this interview scheme is that it gave a 'snapshot' of the training scheme. Feedback about individual training posts may be influenced by individual trainees' perception, circumstances or relationship with trainers. Results relating to particular training posts are less prone to bias in a rolling trainer and trainee feedback scheme. Another limitation is that interviewers scoring the responses may have personal biases. None of the interviewers interviewed at hospitals in which they worked, however, and nor did they interview their own trainees or consultants they worked with. Interviewing both trainees and trainers, interviewing together for a proportion of the interviews, as well as the assessment of the clinical environment by the interviewers, may have helped limit personal biases. The interviews were carried out by two consultant psychiatrists, making this interview scheme a more expensive and labour-intensive method of gathering feedback than online surveys. However, as the training programme assessed in this study is very large, the presented interview scheme would be significantly easier to implement in the average sized training programme.

Conclusion
==========

This in-depth examination of the quality of training on a large psychiatry training programme successfully elicited strengths and weakness of our programme. Additionally, trends in quality of training and job satisfaction amongst various psychiatric specialities were identified. Such an interview scheme could be easily implemented in smaller schemes and may well provide important information to allow for targeted improvement of training.
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